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Middle 1/3" Clavicle 


Associations 


e Brachial plexus injuries 
e Blunt chest trauma 


Management 


e Controversial: non-operative (Triangle 
bandage) vs operative treatment (ORIF ie. 
Open Reduction and Internal Fixation) 


e Similar functional outcome 


e Decreased non-union rate and earlier return 
to function with operative treatment 


e Less re-operations with operative treatment 


° Recommended treatment: non-operative 


Lateral 1/3rd Clavicle 


Associations 


e Risk of non-union 


Management 


e Non-operative for stable fracture 
patterns (Types I, III) and children 
(Type IV) 

° Operative treatment preferred for 
unstable frags "kania Ss (Type II 
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Management 


e Non-operative for pure superior 
displacement of lateral end of 
clavicle 

e Refer to Orthopaedic surgeon for 
surgery if distal end of clavicle 
displaced in any other direction 


Scapula Fractures 


Associations 


° Blunt chest trauma, lung contusion 
° Brachial plexus injuries: 
e Shoulder (gleno-humeral) dislocation 


Management 


e May be difficult to evaluate on X- 
rays; CT scan advisable 

e ORIF may be required if associated 
with possible shoulder instability 

e Orthopaedic specialist opinion 
required 


Shoulder Dislocation 


Associations 


mAxillary nerve injury 

° Greater Tuberositas fractures 

* Rarely brachial plexus injuries 

e Bankart lesion - glenoid sided 
labrum, capsule and ligament 
avulsion 
- High risk for recurrence of dislocation 


- 1% dislocation at age < 20yrs results in 
> 90% chance of recurrence 


Management 


e Urgent closed reduction required (in 
emergency department) 


- Explain to patient what you are going to 
do 


- Extremely important that patient relaxes 
the muscles around his shoulder during 
the reduction procedure. 


- Conscious sedation and analgesia: 
Dormicum and Morphine, but remember 
you need a cooperative patient that 
relaxes muscles 


Management 


e Urgent closed reduction required (in 
emergency department) 
- 1st line: Cunningham technique 


Cunningham Technique 


- 2nd line: Modified Hippocratic Method 


- 3rd Line: General anaesthetic and 
Modified Hippocratic Method 


Management 


- Sling post-reduction X 4 weeks 


- All young (<30Yr) active patients with 
first time traumatic dislocation to be 
referred to orthopaedic surgeon for MRI 
and ?Bankart repair 


Proximal Humerus 
Fractures 


Anatomical Neck 
Fracture 


Surgical Neck Fracture - 2 part 


Surgical Neck Fracture - 3 part 


Surgical Neck Fracture - 4 part 


Management 


e Depends on type of fracture, functional 
demand of patient and presence of 
shoulder dislocation: 

- Anatomical neck fracture = ORIF 

- Two-part surgical neck fractrure = Non- 
operative treatment (Barford-Jones sling until 
union) 

- Three- or Four-part surgical neck fracture = 
Refer to Orthopaedic surgeon (may be treated 
non-operatively or operatively) 


- Surgical neck fracture with dislocated gleno- 
humeral joint = ORIF or Replace 
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